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APPOINTMENT OF REPRESENTATIVE AND 
AUTHORIZATION TO DISCLOSE INFORMATION 

BENEFICIARY INFORMATION 

Full Name Member Number 

Address, (please include apt, ste, etc.) Phone # 

City State ZIP Code Birth Date (mmicldfyyyy) 

I appoint 

First Name Last Name 

to act as my representative in connection with my appeal under 32 CFR 199.10, Appeal and Hearing Procedures. To 
avoid the possibility of a conflict of interest, I understand that an officer or employee of the United States, to inlude 
an employee or member of a Uniformed Service, an employee of a Uniformed Service legal office, a Military Treat-
ment Facility (MTF) or a Health Benefits Advisor (HBA), is not eligible to serve as a representative. An exception to 
this is made when an employee of the United States or member of a Uniformed Service is representing an immedi-
ate family member. 

I authorize CHRISTUS Health US Family Health Plan to release to this representative information related to my med-
ical treatment and, if necessary, photocopies of any medical records which may be required for adjudication of my 
claim for TRICARE benefits. 

I understand that this representative shall have the same authority as a party to my appeal and notice given to this 
representative shall constitute notice to me. 

This consent will expire upon the issuance of the final agency decision regarding my appeal; however, I reserve the 
right to withdraw this authorization at any time. 

Signature of Beneficiary Giving Consent Date 

Prohibition on Redisclosure: Further disclosure of information by the appointed representative may only be made in accor-
dance with the provisions of the Privacy Act of 1974, the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and 
other applicable Federal law. 

PLEASE RETURN THIS COMPLETED FORM ALONG WITH YOUR APPEAL REQUEST TO: 

CHRISTUS Health US Family Health Plan 
ATTN: Complaints and Appeals 

P.O. Box 169009 
Irving, TX 75016 

Fax: 866.416.2840 
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to act as my representative in connection with my appeal under 32 CFR 199.10, Appeal and Hearing Procedures. To 
avoid the possibility of a conflict of interest, I understand that an officer or employee of the United States, to inlude 
an employee or member of a Uniformed Service, an employee of a Uniformed Service legal office, a Military Treat-
ment Facility (MTF) or a Health Benefits Advisor (HBA), is not eligible to serve as a representative. An exception to 
this is made when an employee of the United States or member of a Uniformed Service is representing an immedi-
ate family member.

I authorize CHRISTUS Health US Family Health Plan to release to this representative information related to my med-
ical treatment and, if necessary, photocopies of any medical records which may be required for adjudication of my 
claim for TRICARE benefits.

I understand that this representative shall have the same authority as a party to my appeal and notice given to this 
representative shall constitute notice to me.

This consent will expire upon the issuance of the final agency decision regarding my appeal; however, I reserve the 
right to withdraw this authorization at any time.

Prohibition on Redisclosure: Further disclosure of information by the appointed representative may only be made in accor-
dance with the provisions of the Privacy Act of 1974, the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and 
other applicable Federal law.

PLEASE RETURN THIS COMPLETED FORM ALONG WITH YOUR APPEAL REQUEST TO:
CHRISTUS Health US Family Health Plan

ATTN: Complaints and Appeals
P.O. Box 169009
Irving, TX 75016

Fax: 866.416.2840

Signature of Beneficiary Giving Consent Date
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ATTENTION: If you speak another language, free language assistance services are available to you. Appropriate auxiliary aids and services to provide 
information in accessible formats are also available free of charge. Call 1.800.678.7347, TTY 711 or speak to your provider. 

ATENCION: Si habla espatiol, tiene a su disposici6n servicios gratuitos de asistencia linguistica. Tambien estan disponibles de forma gratuita ayuda y 
servicios auxiliares apropiados para proporcionar informaci6n en formatos accesibles. Llame al 1.800.678.7347, TTY 711 o hable con su proveedor. 
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ATTENTION: Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services auxiliaires 
appropries pour fournir des informations dans des formats accessibles sont egalement disponibles gratuitement. Appelez le 1.800.678.7347, TTY 711 ou 
parlez a votre fournisseur. 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel u nd Dienste zur 
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 1.800.678.7347, TTY 711 an oder 
sprechen Sie mit lhrem Provider. 
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ATENcAO: Se voce fala Portuges, servicos gratuitos de assestencia linguistica estao disponiveis para voce. Auxilios e servicos auxiliares 
apropriados para fornecer informac,0es em formatos acessiveis tambem estao disponiveis gratuitamente. Ligue para 1.800.678.7347, TTY 711 
ou fale com seu proveedor. 

BHVIMAHME: ECI1V1 Bbl roaopvge Ha pyccmci, BaM gocTynHbi 6ecnnaTHbie ycnyry Cl3bIKOBOril noweinam. Coo-raeTc-rayFoupte acnomorarenbHue 
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PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop 
na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1.800.678.7347, TTY 711 o makipag-
usap sa iyong provider. 
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LU'U Neu ban not tigng Vigt, chCing toi cung cap mien phi cac dich vu h8 tra ngon ngir. Cac h8 tror dich vu phu hop de cung cap thong tin theo cac 
dinh dung de ti p can cling dirqc cung cap mien phi. Vui long goi theo s6 1.800.678.7347 (NgLrol khuygt tit: 711) ho c trao d6i vai ngutri cung cap 
dich vu ciia ban. 
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